The records oj six hundred and fifty-five patients treated in the Dental Day-Stay Unit over a twelve-month period were reviewed. 2.1 % of 95 patients assessed as suitable jor day-stay surgery, and 2.2% of 542 patients not assessed prior to anaesthesia were admitted postoperatively. As an index of outcome, 2.56% of 547 day cases were admitted postoperatively, 0.73% being attributable to anaesthesia. Forty-seven day patients were treated in the dental chair, and 108 were treated as inpatients. Over 37% had at least one concurrent medical problem, while 10.4% were mentally handicapped. Guidelines for day-care selection require that the procedure be straightforward, the patient medically fit, be discharged escorted, and live within a reasonable distance of the hospital. From our study, four specific patient groups are identified. These are: the young and healthy, the mentally handicapped, the medically compromised, and those with airway problems.
questionnaire (Figure 1 ). Patients requmng general anaesthesia can be treated either as day patients in the Dental Clinical School or inpatients of the General Hospital. Day patients may have treatment in the dental chair in the clinic, or in modern, fully equipped operating rooms.
Medically compromised patients are referred to the Pre-Anaesthetic Assessment Clinic before treatment. "Borderline" patients are assessed with regard to suitability for treatment as day patients, and whether this could be done in a clinic environment. At this stage, pre-and postoperative instructions are emphasised to those who will become patients of the Day-Stay Unit (Figure 2 ).
The majority of patients who seem straightforward to the Dental Officer bypass this clinic, are given written preoperative instructions, and are seen by the anaesthetist on the day of treatment.
Emergency cases such as acute dental abscess and facial trauma may be admitted and treated surgically in the Day-Stay Unit.
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Your answerti ~o the questions on this foI'lll viII help the Dental Officer to provide appropriate treatment.
Plealll!! answer rht'VI as accurately 8a possible. Postoperatively, they may be transferred to the General Hospital for continued management. Patients for major, elective maxillo-facial surgery, such as mandibular resection, are admitted as inpatients of the General Hospital. Management of these patients in the immediate postoperative period is undertaken in the Intensive Care Ward.
METHOD
The dental and medical records of all patients who received treatment in the Dental Clinical School Day-Stay Unit during 1982 were reviewed. Particular note was made of patients' ages and sex, attendance at Pre-Anaesthetic Assessment Clinic, their planned course of admission and discharge as day or inpatients, and location of treatment. Concurrent medical problems were noted. Only those treated under general anaesthesia were included in the study. 
RESULTS
Six hundred and fifty-five patients received dental treatment under general anaesthesia ( Figure 3 ). November had the highest number of patients treated per month. More than 55070 (363) of patients were female. The age group ranged from 3 months to 83 years. The greatest number of patients fell within the 16-25 years group (Figure 4) . The workload of the Pre-Anaesthetic Assessment Clinic is shown in Table 1 . Of the 95 patients recommended for the Day-Stay Unit, two (2.1070) were admitted postoperatively. One was an 83-year-old man with a history of controlled cardiac failure who developed bradycardia and ventricular ectopics postoperatively. The other was a 25-year-old man who developed ventricular ectopics intraoperatively, requiring treatment with intravenous lignocaine. Both these patients were discharged without further complications. Twelve of 542 day-stay patients who bypassed the Pre-Anaesthetic Assessment Clinic required admission postoperatively ( Table 2 ). Surgical indications for admission included emergency drainage of dental abscess, wiring of bony fractures, and those whose intraoperative course revealed potential postoperative problems.
Two patients were admitted following anaesthetic complications. One developed severe laryngospasm in Recovery Ward, requmng re-intubation and transfer to Intensive Care. The other patient was a late afternoon case who had a delayed recovery following anaethesia. She would most probably have been discharged if her operation was scheduled earlier in the list.
As an index of outcome, 2.56070 of 547 day cases were admitted to the General Hospital, 0.73070 being attributable to anaesthesia.
Details of 47 patients who received treatment under general anaesthesia in the dental chair are presented in Table 3 . Their ages ranged from two to 40 years old. One hundred and eight patients received treatment as inpatients (16.4070 ). These included:
(i) those undergoing major surgical procedures: two patients underwent bilateral sagittal split osteotomies; (ii) those referred from afar, and those with unsuitable home situations; (iii) a large group of medically compromised patients needing dental treatment; and (iv) medical or surgical inpatients of the General Hospital, who received dental treatment in consultation. Overall 24.9070 of the patients having general anaesthesia had one identifiable medical problem and 12.2070 had more than one (Table   TABLE 4 Medical status of dental patients presenting for general anaesthesia Table 5 . The value of a simple medical questionnaire is well recognised by our dental colleagues. 4 Guidelines given to dental officers for day case selection require that: -the operation be straightforward and less than 90 minutes' duration, -the patient be medically fit as per questionnaire, -the patient is transported accompanied to and from the Unit, and -the patient live within a reasonable distance of the hospital. Because the majority of these are young and healthy patients, only those who are seen as potential problems are referred for preanaesthetic assessment.
This Clinic has three main functions: (i) Assessment of fitness for treatment as day patient.~ Medically cqimpromised patients are assessed for suitability for day or inpatient care. Consideratio'n is taken of concurrent medical illnesses, type of surgery proposed, and social circumstances. Although various arbitrary limits have been set,5.6 length of procedure and age of patients have not been major factors in our day-case selection.
The 83-year-old man who was admitted postoperatively with bradycardia and ventricular ectopics, in retrospect, may have been better treated as an inpatient. However, his postoperative outcome may not have been any different. His management emphasises the benefits of a "purpose-built" day-stay unit being attached to a large general hospital.
(ii) Assessment of fitness for treatment in a clinic environment: Anxious patients, maladjusted children and mentally handicapped are among people who would find treatment in a clinic and dental chair less threatening. These patients must be in good physical condition and physiologically stable.
Anaesthetists involved with patient treatment in the dental clinics must be familiar with the environment, especially chair controls, suction apparatus and fresh gas supply.
(iii) The Clinic provides a forum where dental officers can consult with a medical specialist The advantages of having such a facility at hand is obvious when the incidence of medical disease in dental patients may be higher than 26"70 7 and 35%. 3.4 This study revealed over 37% of 655 patients with one or more medical problems. b. Index of outcome:
The number of patients transferred from the Day-Stay Unit to inpatient care in the General Hospital can serve as an index of outcome. 8 The transfer rate of 2.56% of 547 day cases is highly acceptable when it is realised that this treatment population is biased as such a unit attracts patients who are unfit for general anaesthesia in a private dental surgery.
The transfer rate attributable to general anaesthesia was 0.73%. There was no mortality. Information from the Special Committee Investigating Deaths under Anaesthesia reveal that between 1960 and 1982 in New South Wales there were ten deaths attributable to general dental anaesthesia. Half of these occurred in hospital. Of the five patients who received endotracheal anaesthesia, three had problems associated with endotracheal intubation, including two unrecognised oesophageal intubations. The other five patients were not intubated, and their deaths followed airway obstruction. Two of the anaesthetics were administered by dentists. (R. Holland, 1983: personal communication.) c. Specific patient groups:
It is evident from this study that those who presented for general anaesthesia fall into four main groups. (i) Healthy patients:
Dental treatment under general anaesthesia for healthy day-patients is widely practised. 2 ,8.15 Problems here relate to providing adequate anaesthesia to an unpremedicated patienL I6 The anaesthetic technique most commonly used for day patients includes an intravenous infusion of dextrose/saline, induction with thiopentone, and a small dose of alcuronium (0.15 mg/kg). Ventilation is maintained with 66070 nitrous oxide in oxygen, and 1070 halothane. Nasotracheal intubation is achieved following the administration of topical lignocaine to the upper airway. A gauze throat pack is inserted for the protection of the pharynx and airway. Ventilation is controlled at 14 to 16 breaths per minute, through a circle system, or a modified Magill circuit. Neuromuscular paralysis is reversed with atropine and neostigmine, and the patient is extubated only after the removal of the throat pack, and clearing the pharynx. Routine intraoperative monitoring includes blood pressure, pulse rate and ECG.
Heneghan et al. 12 found that ventilated patients who received fentanyl and alcuronium 15-20 mg had a high incidence of morbidity on the day of operation, when compared with patients with spontaneous breathing of nitrous oxide, oxygen and halothane. Halothaneinduced cardiac arrhythmia during dental surgery is well recognised. [17] [18] [19] [20] [21] Intra-and postoperative analgesia is provided by intraoperative infiltration and intraoral nerve blocks with a long-acting local anaesthetic such as bupivacaine. This can then be followed by more potent oral analgesics postoperatively, e.g. codral forte, at fourhourly intervals when necessary.
Smith and Young found that 77.9070 of daypatients suffered one or more distressing symptoms following endotracheal halothane anaesthesia with spontaneous ventilation. 13
AnueSlhesia and lllfensive Care, Vol. 12, No. 2, A1ay, 1984 Their findings suggested that for many individuals, dental operations under general anaesthesia as a day-stay patient is an unpleasant experience, one which only 63070 of patients would be prepared to repeat! The results of a study involving the follow-up of 40 day-stay dental patients in our Unit are presented in Table 6 as a comparison. 72.5070 of patients were happy to have a similar anaesthetic management again. (ii) Mentally handicapped patients: These patients mainly present for conservative dentistry as the inevitably low standard of oral hygiene results in a higher incidence of caries and periodontal disease.
Neuroleptic premedication has been recommended to achieve a smooth inductiony,23 Larger doses of drugs are sometimes necessary as many of these patients are on long-term anticonvulsants which may cause enzyme induction. Although unpremedicated mentally handicapped patients may prove more difficult at induction, in our experience, they benefit from a rapid recovery and early discharge to familiar surroundings. Of the patients studied 10.4070 were mentally handicapped, the majority having Down's Syndrome.
(iii) Patients with concurrent medical disease: The choice and timing of a general anaesthetic may only be determined after adequate preoperative preparation. The Pre-Anaesthetic Assessment Clinic allows better management of these patients.
(iv) Patients with compromised airway:
Patients requiring intermaxillary fixation must have treatment plans worked out preoperatively. Many simple mandibular fractures are reduced and temporarily stabilised with arch bars in the immediate postoperative period. Intermaxillary fixation wires are inserted 12 to 24 hours later, allowing time for some oedema to settle, patients to recover from anaesthesia and postoperative nausea and vomiting to subside. However, for complicated fractures and osteotomy cases, stability is required immediately. Intermaxillary fixation is only carried out following haemostasis, removal of throat pack and clearing of debris from the oral cavity. The patients are extubated awake, breathing 100070 oxygen, having been forewarned of their inability to open the mouth: Our patients are given supplemental oxygen and observed in the Recovery Ward for several hours until they are awake and stable enough for transfer to Intensive Care. Wire cutters must accompany the patients until fixation is no longer required, even though the value of this "custom" is questionable outside of the hands of experienced oral surgeons. 24 Trismus associated with dental abscess and Ludwig's angina pose a major complication in airway maintenance and induction of anaesthesia. High-dose antibiotic therapy, hydration, and airway maintenance must precede surgical drainage. 25 Awake blind nasal intubation and use of the fibreoptic bronchoscope for nasotracheal intubation have been successful methods of management in our U nit. However, depending on the clinical situation and the experience of the anaesthetist, tracheostomy may be required to prevent complete airway obstruction and for anaesthesia.
